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titioners and physician assistants, can help foster compliance with treatment recommendations as well as identify possible deterioration in a child's condition before a crisis develops.
EDs and other emergency care providers that serve a culturally diverse population may need to offer services such as trained interpreters. Staff may need better training in cultural differences related to expectations and understandings regarding health care. One model effort is the cultural diversity training manual that the EMS-C demonstration program in Washington State developed for use in a course for ED staff (Washington EMS-C Project, 1991). It has received support from the state's hospital community and has generated interest in similar training for prehospital and primary care providers.
Rehabilitation Services
As improvements in EMS-C, including trauma centers and critical care facilities, lead to increased survival of more seriously injured children, the need for rehabilitation services increases. Children with spinal cord injuries and traumatic brain injuries account for a large portion of the patients needing rehabilitation; neurologic damage secondary to other injuries and illness adds to this population (IOM, 1991b). Burns may require substantial long-term rehabilitation and plastic surgery. Twenty percent of hospital admissions for burns involve children, most of whom are 2 to 4 years or 17 to 25 years of age (CDC, 1992b). Rehabilitation may benefit other injured children as well; fractures and other nonneurologic injuries can leave functional limitations for as long as six months after discharge from the hospital (Wesson et al., 1989).
The value of early and well-integrated rehabilitative care is supported by the success of the regional pediatric trauma program at Johns Hopkins University Hospital in Baltimore, Maryland; among the children more than 2 years of age, 88 percent have recovered without major motor or intellectual deficits (Haller and Beaver, 1989). Operational configurations for pediatric rehabilitation programs can differ; for instance, they can be based in a freestanding facility, a hospital-based freestanding program, or an integrated inpatient program. These differences can, in turn, lead to differences in the timing of rehabilitative interventions and in the mix of providers (acute care, primary care, outpatient specialists) who participate in managing a child's care (Quint, 1992).
Regardless of the specifics of a particular program, a child's acute care providers must take into account the need for longer-term rehabilitative care. Early planning for such care and coordination between acute care services and rehabilitation providers will help ensure that a child gets appropriate care. The District of Columbia EMS-C Project (1991) focused ons should ensure that their mutual communication responsibilities receive serious and sufficient attention and that they are alert to lapses that may occur.various methods—such as microwave linkages, re-r too rigidly enforced.d protocols will be true for those problems and settings.
